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There had been no clilpical evidence of this condition, and I looked up the microscopic sections of the original tumour of the prostate. It was decidedly papilliferous, much more so than the sections of other prostates that I have examined.
Radium was inserted and seemed to do good for a short time. The tumour apparently disappeared, but it quickly returned and the man is obviously sinking at the present time, if indeed, he is not dead. Now I think that this case will answer some questions that surgeons who commonly perform prostatectomy for simple prostate enlargement must ask themselves. We know that papillomata may not be at all innocent in their behaviour. I have in mind the case of a woman with a papilloma of the pelvis of the left kidney associated with a stone in the pelvis, and the production of a pyonephrosis. I removed this and a local recurrence under the scar was removed later. Later still a recurrence was removed from the left side of the aorta, and after this signs of spinal involvement developed and the patient died with paralysis.
Does not the main case indicate that papilliferous tumours of the prostate may in fact be malignant and not simple, just like some of the papillomata occurring in the bladder and pelvis of the kidney ? And there is another point. I have had two or three cases of enlarged prostate associated with a papillomatous condition of the bladder. May not the papillomatous condition of the bladder have originated in the prostate ? The case, indeed, seems to throw some light on those cases in which a malignant condition appears to follow upon the removal of a simple prostate enlargement.
Some Observations on Temporary Drainage of the Kidney. By VICTOR W. Dix, F.R.C.S.
ABSTRACT.-Temporary drainage may be necessary for the success of an operation, as, e.g., a plastic operation on a hydronephrosis. It may, however, also be used as an aid to recovery of function by a damaged kidney; its u.se in these cases is not a necessity but is an optional point in technique.
The method of drainage should be simple to adjust at the time of the operation, easy to control during the post-operative period, and one which causes no damage to the kidney when the drainage tube is removed. The tecbnique of such a method is described. Some difficulties in operative technique, and in post-operative management, are considered, and the normal course of drainage in these cases is outlined.
An additional point in favour of the method is that it can be used both in those cases in which drainage is necessary and in the others where it is not; and the experience gained by overcoming difficulties and complications in those cases where drainage is not of vital importance is of the greatest possible use in establishing a good technique for those cases in which failure of the drainage system would imperil the success of the operation.
IT is not my intention in this short paper to discuss the indications for temporary drainage of the kidney. I propose only to make some observations on the technique and operative difficulties of the method of. drainage which I have used in a series of fourteen cases. In certain operations on the kidney some method of diverting the flow of urine is of vital importance to the healing processes and if the drainage system fails, the operation is doomed to failure. A good example of this type of operation is a plastic operation on a hydronephrosis. Three of the cases of my series were of this type; in the other eleven cases stones had been removed from the kidney, in ten of them by pyelotomy, and in one by nephrotomy. In the cases in which I had removed stones I drained the kidney for two different reasons: in some cases in an endeavour to save a badly damaged kidney and enable it to recover its function, and in others, which were usually uncomplicated cases of oxalate calculi without infection of the urine, not from any conviction that drainage would prevent or delay further stone formation, but rather as an exercise irn perfecting the technique of the method in order that I might be able to use it with greater certainty.in those cases in which its use is essential to success.
It is probable that drainage after removal of a stone at least cannot possibly do any harm, provided that the method adopted fulfills the requirements which I shall shortly mention, and the experience gained from these cases, in which it does not matter very much whether the drainage succeeds or not, is of the greatest possible value in the case of plastic operations.
Before discussing the actual technique of the method I have used, I will suggest a few things that are essential in any good system of drainage for the kidney. The tube used ehould be simple and easy to adjust, and there should be no difficulty in making a watertight joint where the tube leaves the kidney. This joint should, of course, remain watertight until the tube is removed. The tube should not interfere with the outlet mechanism of the kidney and the urinary fistula left when it is removed should close at once, or within a very short time after its removal. It is for this reason that I do not like pyelotomy but prefer to drain through the kidney substance, since it will be generally agreed that the fistula left after drainage through the pelvis takes a long time to heal.
Another important point is that the removal of the drainage tube should not cause any unnecessary damage to the kidney. The self-retaining tube fails in this respect, since the principle adopted to hold the tube in the kidney is some variation of the expanded end. There is a possibility that the moderately strong pull required to dislodge these self-retaining tubes when drainage is discontinued might cause damage to the kidney. This, of course, usually does not occur, but I have always felt, when removing a tube of this sort, that I might start a ha3morrhage that would be difficult to control.
The method I am going to describe fulfils, I think, the conditions I have set out. It is not my own, and I should like to take this opportunity of expressing my gratitude to Professor von Lichtenberg, from whom I learned it when I was working at his clinic in 1930.
Technique.-The technique is simple. The drainage tube is a No. 16 (French) whistle-tip catheter, with two lateral holes in addition to the terminal hole. This is introduced and fixed in the following manner (it may be assumed that the drainage is being used in a case in which a stone has already been removed by pyelotomy):
Through the opening in the pelvis a pair of special forceps are introduced. These forceps are of Professor von Lichtenberg's design, and are of four patterns, each bent in a different manner, so that whatever the difficulty of access to the kidney it is always possible to find one pair that can be introduced easily through the open pelvis. This avoids any possibility of having to cut the cortex of the kidney in order to introduce the catheter. The point of the forceps is then pushed out through the renal substance, so that it will emerge somewhere in the lower third of the kidney, at its convex border and slightly on its posterior surface. A little haemorrhage may follow, but it is never troublesome.
The whistle-tip end of the catheter is then grasped by the forceps and drawn back into the pelvis, where it is adjusted so that it lies comfortably. When it is in the right position the catheter is grasped by the assistant with a pair of forceps where it emerges from the kidney. A catgut suture is passed through the catheter, which must be firmly held at this stage, or it will be pulled out and a further adjustment will be necessary; the suture then picks up a piece of the capsule of the kidney and the catheter is fixed. The pelvis is then sutured. One or two cubic centimetres of fluid can be introduced through the catheter into the pelvis to see whether the pelvic suture line is watertight or not, and in order to wash out any small clots.
The kidney is now returned to its position, the perinephric drainage tube is introduced, and the wound is sewn up. The drainage tube and the catheter draining the pelvis are allowed to come out of the wound at the most convenient place. This will often be found (in the case of an oblique incision in the loin) to be about one-quarter or one-third of the total length of the wound, away from its most anterior point. Thecatheter is then-attached to the skin by a suture of whatever material is being used for the skin sutures, and it may be washed out again gently to remove small clots.
The above description represents the operation at its simplest, and difficulties usually do not arise. -In certain cases, however, there may be difficulties. If for any reason there are dense adhesions between the capsule of the kidney and the perinephric tissues, such as may occur, for instance, in cases in which a pre'vious operation has been performed on the kidney, it may be necessary, in order to free the kidney, to work inside the capsule. In these cases the attachment of the catheter to the kidney substance must be made very carefully, and, of course, the attachment is not so secure as it is when the capsule is undamaged.
Another difficulty presents itself when the kidney is very movable. An ordinary range of movement does not matter, but it sometimes happens that the kidney has a large range of movemnent and can be seen to move violently up and down with the respiratory movements during the operation. In two of my cases the kidney was very movable. In these I left a loop of catheter between its two points of fixation, i.e., the movable point on the kidney and the fixed point on the skin. The tubes worked satisfactorily and there was no leakage. I believe, however, that it would be better in all these cases to fix the kidney by some simple method, in order to avoid the danger that must always be present when the catheter is fixed at two points, one of which is moving through a considerable distance.
Post-operative'difficulties are not many in number, but one of them may be of serious consequence. Blocking of the catheter occurs very easily during the first twenty-four hours, and it may be only by constant attention that it can be kept clear. This does not always happen, but it is a good thing to establish a postoperative routine, in order that no harm may be done, should it occur. The catheter should be examined every hour, and, if it is not dripping freely, should be syringed through with saline. Two cubic centimetres is a suitable quantity to use and should not usually be exceeded. This can be done by the nurse in charge of the case, or in the case of hospital patients by the house surgeon. At the end of twentyfour hours the chance: of blocking is remote, although the urine may be bloodstained for three or four days. It is, of course, particularly in those cases in which drainage is used in order to ensure healing after plastic operations that this danger of blockage is so serious, but fortunately bleeding occurs less frequently in these cases than in those in which a stone has been removed.
After the third day drainage is usually uneventful. In the ordinary case the quantity of urine coming through the drainage tube increases daily until about the seventh or eighth day, when it reaches a maximum which is maintained until the end of drainage. A typical series of figures taken from one of my cases is as follows, the drainage being expressed in ounces in the twenty-four hours: 2i, 5, 5i, 6, 7 (last blood-stained specimen), 12, 14, 14, 15, 11, 20, 3 . The small amount on the last day is accounted for by the removal of the drainage tube.
Drainage is maintained for from ten to fourteen days, and at the end of this time one of several things may happen. Drainage through the tube may stop suddenly and the amount of urine passed naturally may increase. In these cases it will be found that the tube has worked its way out of the kidney, although it may still be attached to the skin or the dressings may become wet through leakage of urine round the catheter, and in this case the tube should be removed at once. On the other hand, there may be no cessation of the flow of urine through the tube, and no leakage round it, but when the skin suture is removed it is obvious that the tube is loose and it can be removed at once. In many cases the wound remains dry from the time of removal of the tube, and if there is a urinary fistula afterwards it does not usually persist for more than a few days.
I have never seen any bleeding or other complications when the tube was removed. It may sometimes occur after the wound is dry that there is a rise of temperature, accompanied by pain in the loin, which is relieved after from twelve to thirty-six hours by a gush of urine and the establishment of a urinary fistula which persists for a few days. In a successful case of a plastic operation on ahydronephrosis there was symptomless hematuria for two or three days a fortnight after the tube had been removed and the wound completely healed. Summary of cases.-My series of fourteen cases was made up as follows:-There were three plastic operations for hydronephrosis, of which two were successful and one was unsuccessful. Failure in the unsuccessful case was due to the fact that the drainage tube was allowed to block during the first thirty-six hours, and healing therefore did not take place between the re-implanted ureter and the refashioned pelvis. Nephrectomy had to be performed four weeks later.
Of the eleven cases in which stones were removed, seven were uncomplicated cases of oxalate calculi with uninfected urine, and in none of these has there been a recurrence of the calculi. It is not claimed, however, that drainage has had any effect on the result in these cases.
The other four were all cases with infected urine and phosphatic calculi and debris in the pelvis. In three of these cases the stones recurred within six months, whilst the remaining patient is still free from trouble two years after the operation.
Mr. H. P. WINSBURY-WHITE: My personal experience of temporary drainage of the kidney concerns four types of case:
(1) Dilated and infected kidneys with bilateral calculus, in which drainage followed the removal of the stones. In Nos. 1 and 2 the kidneys werein such a condition that they would have been removed had there been a healthy organ on the opposite side. My experience of this kind of case with and without post-operative renal drainage impresses me with the tremendous advantage of the procedure. I can recall several cases of dilated and infected kidneys from which I had removed stones, after which I closed the kidneys completely, with the result that the convalescence was far from satisfactory. The danger of introducing urea-splitting organisms into the kidney and thus encouraging further calculous formation has been the primary justification for completely closing the kidney after the removal of stone.
My personal experience leaves me with the conviction that this theoretical disadvantage sinks into insignificance in the face of the benefits which accrue from following; the well-established surgical principle of providing adequate drainage for sepsis.
With No. 3 my one experience of this method of the procedure compared with nephrectomy in the first instance in several other cases, has made me certain that the latter is the better procedure. The patient was a girl, aged 15, with a history of a swinging temperature for some weeks, and a large tender swelling in the left loin. Pyrexia with a malar flush and emaciation were noted at this time. I cut down and drained the kidney, but this did not cause the temperature to settle. Fourteen days later I made a further incision into the kidney. This likewise failed to remedy the unsatisfactory state of affairs. The patient survived only for a few days. The difficulty in this case was caused by the wide dilatation of the calyces which could only be adequately drained by extensive and multiple incisions into the kidney. Since my experience with this case, which was six or seven years ago, I have always performed nephrectomy in one stage with satisfactory results.
In the fourth type of case I have carried out kidney drainage as a step in the plastic procedure for hydronephrosis according to the technique of von Lichtenberg, to which Mr. Dix has referred in some detail. One of the most striking results of this technique is the assurance with which primary union is obtained between the ureter and the pelvis. I have performed this operation on seven cases. In the first six, I kept strictly to the von Lichtenberg technique, except for the fact that in the sixth case the catheter was accidentally removed on the third day. Urinary fistula resulted and pyelography subsequently showed that the ureter and the pelvis had parted company, and I had to carry out nephrectomy as a consequence. I was extremely interested in the pathological changes which were to be seen both macroscopically and microscopically in this kidney. First of all there was a pale ischiemiclooking zone in the renal substance, half an inch wide, extending across the lowest third of the kidney and there were other irregular blood-stained areas of degeneration in other parts of the renal substance. Microscopically it was seen that there was a widespread hyaline-like degeneration throughout the kidney and a certain amount of leucocytic infiltration. These changes made me feel that drainage by tube through healthy renal substance has its disadvantages. In the seventh case in which I operated, I was therefore tempted to modify the von Lichtenberg technique by making the catheter leave the kidney not through the renal substance, but through the upper part of the pelvis. I must confess that there was a distinct disadvantage from this procedure, in that a urinary fistula persisted in the loin for several weeks.
In the cases of badly infected and dilated kidneys which I first mentioned, the likelihood of damage to the renal substance from the persistent drainage does not exist, because one makes a point of passing the tube into the kidney through a thinned area of the cortex.
